SUMMARY A 15-year-old schoolgirl presented with a generalised progressive skin rash of six months' duration, which had been previously diagnosed as psoriasis. The facial skin lesions were particularly prominent and nodular in form. Serological tests confirmed the diagnosis of secondary syphilis, which responded to treatment.
Introduction
Secondary syphilis is now relatively uncommon, and awareness of its many clinical guises is consequently diminished. A 15-year-old girl with framboesiform facial lesions, referred to us with a diagnosis of psoriasis which was not responding to treatment, is described.
Case report
A 15-year-old schoolgirl was referred to the Manchester Skin Hospital with a generalised skin eruption of six months' duration. Two months before the development of the rash, which began as scaly patches on the arms, there had been a single casual sexual exposure. During the next three months the rash, which was non-irritable, extended to affect the trunk, limbs, palms, and soles. On the face, raised red lesions had developed in the nasolabial folds and over the chin.
Before referral she had been diagnosed as having psoriasis and had been treated with 0-107 fluocortolone pivalate and hexanoate ointment for four weeks, followed by 1 Wo hydrocortisone ointment to the face, and tar and salicylic acid ointment to the trunk and limbs. There was no benefit from the topical treatment.
Her general health remained good and there were no constitutional symptoms. At no time had she received any antibiotic therapy.
EXAM INATION
The patient appeared fit and well and was apyrexial. She had a florid rash on the face, which consisted of deep-red, dry, scaling papules and infiltrated nodules group
Discussion
The older literature provides a very wide spectrum of clinical presentations of secondary syphilis, and the level of diagnostic suspicion must have been higher in the pre-antibiotic era. It is likely that, on occasions, dermatological departments will see undiagnosed or wrongly diagnosed rashes which fail to respond to local treatment, including local corticosteroids, as in the present case.
Our patient showed a number of atypical features of secondary syphilis. The six-month duration of the rash and its progressive nature are not the usual pattern. As a rule, secondary lesions heal without scar formation in 2-10 weeks, even when there is no treatment, although atypical forms are not uncommon.' Further relapses over a period of up to five years have been reported in approximately 25% of patients with untreated secondary syphilis.2 Of these 9007 occurred within one year.
The skin lesions of the patient's trunk fit the classical papulosquamous description,3 but it is unusual for facial lesions to show this degree of nodularity in secondary syphilis. The term framboesiform has been applied to a number of clinical forms of secondary syphilis4 and certainly the colour, size, and shape of these lesions could be described as raspberry-like.
The florid nature of the facial lesions may be related to the use of local corticosteroids on these areas; possibly these modified the local immunological reaction to Tpallidum. The residual scarring was minimal in this area and is confined to the trunk.
